T he most obvious and yet fundamental difference between children and adults is that children experience growth. Why is BD so attractive for 'recoarctation'? The answer (before Hijaki's report) related partly to the unattractiveness of repeat operation for coarctation. Landmarks are obliterated by previous thoracotomy; the phrenic and other nerves are buried in scar tissue; the chance of success is significantly reduced, and the threat of paraplegia looms in the background. Balancing the surgical risks were the potential problems with balloon dilatation: 1) ileo-femoral complications, reported to be as high as 43%16; 2) the possibility of aneurysm formation at the site of BD8,9; and 3) the unknown rate of success, especially long term.
Reduction in the resting transcoarctation gradient is not the sole criterion for success in coarctation therapy. One can have significant obstruction with a small gradient at rest, which becomes large as cardiac output increases, for example, during exercise.17 Therefore, although the Yale experience is encouraging, one still cannot rule out persistent significant obstruction in the absence of exercise data. This is as true of surgical follow-up studies (which also generally lack exercise data) as it is of the present BD report.
Controversy over the significance of the resting gradient relates not only to outcome evaluation but also to patient selection. Hijaki chose 20 mm Hg resting gradient as the entrance criterion. Others have used higher or lower gradients as indicators of significant coarctation. Might it not be reasonable to try BD for a patient whose exercise gradient is 43 mm Hg but who at rest has no gradient (namely patient 21, Reference 17)?
Among the 26 patients reported by Hijaki, various prior surgical techniques had been utilized: 11 resections with end-to-end anastomosis, 11 subclavian flap aortoplasties, and four patch aortoplasties. The fact that BD seemed applicable following all three surgical procedures is encouraging and extends its potential usefulness.
At present, there is no consensus as to the appropriate balloon size for BD of coarctation. Balloon dilatation is always a balance between the extent of the transmural tear and the need to maintain vascular integrity. Criteria for balloon size are generally linked to the aorta proximal to the obstruction,6-91415 the aorta at the level of the diaphragm,5' 1or 2.5-3.0 times the narrowest area.4 13Hijaki chose balloons equal in size to the largest aortic diameter distal to the obstruction, which generally is the poststenotically dilated segment. Most 
